Abstract
Introduction
Intimate partner violence (IPV) is a pervasive global public health problem with devastating health consequences affecting one in three women worldwide [World Health Organization (WHO), 2017] . It is defined as the infliction of psychological, physical, or sexual harm in the context of intimate relationships (WHO, 2012) . Results from a large international study by the WHO (Garcia-Moreno, Jansen, Ellsberg, Hiese, & Watts, 2006) showed a lifetime prevalence of 15 to 71% for physical or sexual violence among women from diversified cultures, locations, and settings. In Africa, nearly four in 10 partnered women experience IPV in their lifetime, the highest global prevalence (WHO, 2013) . Women who are victims of IPV often face physical and/or mental health problems including serious bodily injury, chronic pain, and reproductive health problems (Campbell, 2002; WHO, 2017) . IPV is a common occurrence among Ethiopian women (Guruge et al., 2012; Semahegn & Mengistie, 2015) . A recent report based on a nationally representative sample showed a lifetime physical and/or sexual IPV rate of 28% [Central Statistical Agency (CSA) and ICF, 2016] . However, in rural regions of Ethiopia, a lifetime prevalence of 71% has been reported (Garcia-Moreno et al., 2006) .
Violence against women is ingrained in many cultures and societies. This is reflected in both social and political structures that stem largely from gender inequalities, norms, and values that put women in a subordinate position-displayed by the traditional tolerance and acceptance of violence against women (Hunnicutt, 2009; WHO, 2010) . Commonly cited factors associated with IPV include poverty, power inequality, relationship conflicts, alcohol use, and societal norms (Jewkes, 2002) . For example, feminist theory attributes domestic violence in patriarchal societies to gender power imbalances and structural factors that limit women's participation in societal and economic activities. The resulting inequality in women's positions in societies and relationships engenders and perpetuates violence against women (Dobash, 1979; Yodanis, 2004) . Empowering women and achieving gender equality appear to ameliorate IPV (Jewkes, 2002; Ebrahim & Atteraya, 2018 ). Women's household decision-making, a reflection of interpersonal power dynamics in intimate relationships, has become an important focus for governments because it is assumed to play a central role in eliminating violence against women (United Nations, 2013). Hence, promoting equality and empowerment of women is one of the 17 Sustainable Development Goals of the United Nations (United Nations, 2015) . Theories linking women's increased autonomy to lower rates of IPV assume that the former reinforces women's capacity to negotiate favorable outcomes in the face of lopsided power dynamics in patriarchal societies (Jewkes, 2002) .
Women in many African countries, including Ethiopia, face tremendous challenges that emanate from gender inequality and power imbalance. For example, Ethiopia is ranked 115 of 144 countries in gender equality index calculated from women's economic participation, educational attainment, health & survival, and political empowerment (World Economic Forum, 2017) . While some improvements have been made in recent years, women in Ethiopia still face inequities and limited opportunities for development, education, and employment (United Nations, 2013) . This eroded social position likely drives violence against women. Therefore, the purpose of our study was to understand the association between women's decision-making autonomy, as a measure of empowerment, and the occurrence of IPV among Ethiopian women. We found no prior studies that examined women's empowerment and domestic violence variables from nationally representative samples in the Ethiopian context and believe this work will fill a knowledge gap in this respect.
Methods

Sample Design
We used data collected in the 2016 Ethiopia Demographic and Health Survey (EDHS-2016) by the Ethiopian CSA. The goal of that survey was to provide vital health information at the national level. The 2016 EDHS survey was comprehensive in its scope and, for the first time, included women's experiences of emotional, physical, and sexual abuse (CSA and ICF, 2016) .
A two-stage stratified cluster sampling method was used to select the survey sample. In the first stage, a total of 645 enumeration areas were identified and classified as either rural (n = 443) or urban (n = 202). In the second stage, 28 households per enumeration area were selected (CSA and ICF, 2016) . The survey included responses collected face-to-face from 15,683 women. However, we limited our study to ever-married women (aged: 15 -49 years) who responded to the domestic violence questions (n = 4,469). We applied sampling weights and accounted for any effects associated with the complex survey design.
Measurements
The dependent variables in this study were women's lifetime experience of emotional abuse, physical, or sexual violence from their current or most recent husband/partner. The lifetime experience of emotional abuse by women was estimated from responses to the following three questions: (1) "Have you ever been humiliated in front of others by your husband/partner?" (2) "Have you ever been threatened with harm by your husband/partner?" and (3) "Have you ever been insulted or made to feel bad by your husband/partner?" Answers to these questions were either "yes" or "no" and summative scores were generated by coding "yes" responses as 1 and "no" responses as 0.
The lifetime experience of physical violence by women was estimated using six questions: (1) "Have you ever been pushed, shaken, or had something thrown at you by your husband/partner?" (2) "Have you ever been slapped by your husband/partner?" (3) "Have you ever been punched or hit with something harmful by your husband/partner?" (4) "Have you ever been kicked or dragged by your husband/partner?" (5) "Have you ever been strangled or burnt by your husband/partner?" and (6) "Have you ever been threatened with a knife, gun, or another weapon by your husband/partner?" Answers to each of these questions were "yes" or "no." Initially, the responses were aggregated and women who answered "yes" to any of these questions were considered to have experienced physical violence and coded as 1. On the other hand, women who answered "no" to all of the items were considered to have not experienced physical violence and coded as 0.
Women's lifetime experiences of sexual violence were estimated from the following three items: (1) "Have you ever been physically forced by your husband/partner into sex when you did not want to?" (2) "Have you ever been forced into other unwanted sexual acts by your husband/partner?" and (3) "Have you ever been forced with threats or in any other way to perform sexual acts you did not want?" Responses to these questions were "yes" or "no," and the same coding system as described above was used to group women based on their lifetime experience of sexual violence.
The main independent variable in this study was women's household decision-making autonomy. This factor was assessed by determining: (1) person who usually decides on respondent's healthcare; (2) person who usually decides on large household purchases; (3) person who usually decides on visits to family or relatives; and (4) person who usually decides on household finances. Answers to these questions were: (1) respondent alone, (2) respondent and husband/partner, (3) respondent and another person, (4) husband/partner alone, (5) someone else, and (6) other persons. Responses to the four questions were aggregated (range 4 -22, median = 8) and then used to categorize women into three levels of household decision-making autonomy. Women whose husbands/partners or someone else were making household decisions had low levels of decision-making autonomy, reflected by scores greater than eight. Scores of eight were reflective of medium levels of autonomy and these women shared household decisions with their husbands/partners. Women with scores less than eight were categorized as having high levels of decision-making autonomy, as they were largely responsible for making household decisions.
In addition, we included socio-demographic variables: respondent's age, residence (rural or urban), religion, wealth index (generated from household income, consumption, and expenditures), respondent's education level and employment status, and the husband/partner's education level and employment status.
Data Analysis
We performed all data analyses with the module for complex survey design in SPSS v25.0. Bivariate associations between IPV and the study variables were examined using the Chi-square test. The parameters of association between the IPV variables and independent variables were estimated using multivariate logistic regressions. We used a p-value of 0.05 to determine statistical significance.
Results
Overall, 24%, 23.1%, and 10.1% of women have lifetime experienced emotional abuse, physical violence, and sexual violence, respectively. In the bivariate analyses, most demographic variables were significantly associated with the IPV variables (Table 1) . Similarly, women's experiences with domestic violence significantly varied according to their level of decision-making autonomy (Table  1) .
Significant associations between most of the demographic variables and IPV variables were inconsistent and mostly not significant in multivariate analyses ( Table 2 ). The only variable that consistently associated with IPV variables across measures of domestic violence was women's household decision-making autonomy. The odds of women experiencing emotional abuse during their lifetime was 35% (OR= 0.65; CI: 0.48 -0.89) less for women with medium levels of decisionmaking autonomy (women who share household decisions with their husband/partner) than women with low levels. Likewise, women with medium household decision-making autonomy were 48% (OR= 0.52; CI: 0.38 -0.72) and 38% (OR= 0.62; CI: 0.38 -0.98) less likely to have lifetime experienced physical and sexual violence, respectively, than women with low household decisionmaking autonomy. No significant difference was observed in the occurrence of IPV among women in the low and high decision-making groups (Table 2) .
Discussion
In contrast to previous studies on domestic violence against women that used proxy measures such as attitude toward IPV, this study is based on self-reported experiences of IPV among Ethiopian women from a nationally representative sample (CSA [Ethiopia] and ORC Macro, 2006; CSA [Ethiopia] and ORC Macro, 2012; CSA and ICF, 2016) . Nearly, one-quarter of Ethiopian women reported experiencing emotional or physical abuse in their lifetime and one-tenth experienced sexual abuse. Our results concurred with a previous report from Ethiopia (CSA and ICF, 2016) . The prevalence of IPV in Ethiopia, although substantial, is lower than the 37% average lifetime physical and/or sexual IPV reported for ever-partnered women in sub-Saharan Africa (WHO, 2013). In the multivariate analyses, the relationship between demographic variables and IPV were inconsistent and mostly non-significant; this suggests that socio-demographic variables were not central in predicting IPV in our study population and may also reflect the lack of variation in domestic violence experiences among Ethiopian households. Neither women's wealth, education level, nor employment status are protective against IPV in sub-Saharan Africa (Cools & Kotsadam, 2017; González-Brenes, 2004) . In contrast, women with fewer economic resources than their husbands/partners were reported to be at a greater risk of domestic violence in some Asian countries (Hindin & Adair, 2002; Kerley & Sirisunyaluck, 2011) .
We found women's decision-making autonomy to be a significant predictor of IPV in our study population; however, the association was not linear and in agreement with earlier report (Jewkes, 2002) . Unlike women who made joint decisions with their husbands/partners (medium decisionmaking autonomy), low or high decision-making autonomy was associated with higher risks of IPV. Women who made decisions jointly with their husband/partner, however, had the lowest risk of psychological, physical, or sexual violence. Our results are in agreement with numerous reports from a diverse population of women (Jewkes, 2002; Hindin & Adair, 2002; Gage, 2004; Rahman, Nakamura, Seino, & Kizuki, 2013; Svec & Andic, 2018; Xu, Kerley, & Sirisunyaluck, 2011) .
In patriarchal societies like Ethiopia where male dominance over and violence against women are tolerated, women's control of household decisions may elevate their risk of experiencing violence (Hindin & Adair, 2002; Kim & Emery, 2003) . This may be linked to the change in marital power dynamics being inconsistent with societal norms and this being perceived to undermine the male's position (Coleman & Straus, 1986; Kim & Emery, 2003) . Similarly, low decision-making autonomy was also associated with a higher risk of domestic violence. A male-dominated marital power structure has been reported to be highly associated with marital conflict and husband-to-wife violence (Kim & Emery, 2003) . Moreover, women who are socially and economically dependent on men are less likely to negotiate better treatment or abandon abusive relationships and thus more likely to tolerate violence (Kim, et al., 2007) . In this study, women who reported making joint household decisions with their husbands/partners had the lowest risk of domestic violence. Coleman & Straus (1986) provided the first evidence from the American population and found that the lowest risk of conflict and domestic violence was among equalitarian (egalitarian) couples in household decision-making. Kim & Emery (2003) replicated Coleman & Straus's study in the Korean population and also encountered similar results. Our results support that the egalitarian approach (shared household decision-making) seems to reduce IPV and contributes to achieving greater gender equality in Ethiopia. Nonetheless, the causes of violence against women are complex and involve the interplay between individual, relationship, community, and societal factors (WHO, 2002) . Moreover, across Africa, including Ethiopia, empowered women are more likely to use modern contraceptives, skilled birth attendants, prenatal care, and HIV prevention services (Dugass, 2005; Ewerling et al., 2017; Taddesse, Teklie, Yizew, & Gebreselassie, 2013) . Thus, social and economic policies that empower women and encourage egalitarian decision-making may help toward reducing violence against women and improving the well-being of women in Ethiopia.
Conclusions
IPV is a common phenomenon among Ethiopian women. Women's household decision-making autonomy is a significant predictor of IPV. Women who engage in joint household decision-making with their husbands/partners have the lowest risk for experiencing domestic violence; therefore, egalitarian household power structures may be beneficial toward reducing IPV and achieving gender equality in Ethiopia. Fostering social and economic policies geared toward balancing women's positions within the household can potentially serve to improve women's well-being.
Limitations
The study has some limitations. Because of the cross-sectional nature of the data, we report associations. Also, measurements were self-reported, hence there is a possibility of underestimation of intimate partner violence occurrence. Despite the limitations, the results are generalizable to the study population.
